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G 000 INITIAL COMMENTS G 000

 This visit was a  home health Federal complaint 

investigation survey. 

Complaint IN00101445 - Unsubstantiated: Lack 

of sufficent evidence.

Survey date: May 19, 2014

Facility #:  012999

Medicaid #:  201124380

Surveyors:  Susan E. Sparks, RN, PH Nurse 

Surveyor 

Reliable Healthcare Services, Inc. is in 

compliance as it relates to this complaint 

Condition of Participation 42 CFR 484.10 Patient 

Rights; 484.18 Acceptance of patients, plan of 

care & medical supervision; 484.30 Skilled 

Nursing Services, 484.48 Clinical Records, and 

484.55 Comprehensive Assessment of patients. 

Facility Census

Skilled Nurse                          24

Home Health Aide Only       46

Quality Review: Joyce Elder, MSN, BSN, RN

May 30, 2014
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